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Filing Description:
We are submitting the group long term care insurance forms cited in Attachment A to this letter for your review and
approval. These forms are new to our portfolio and will not replace any previously filed or approved forms.

Substantially similar forms are being filed concurrently in Delaware, our state of domicile.

These forms provide group long term care insurance and are filed for general use in accordance with the applicable
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statutes and regulations of your jurisdiction. The group policy is guaranteed renewable and intended to provide federally
tax qualified long term care insurance under the Health Insurance Portability and Accountability Act of 1996. The forms
are designed so that the group master policy may be issued to any group eligible by statute and/or regulation in your
state for long term care insurance. Coverage may be issued to eligible employees or eligible retirees of an employer
group or eligible members of other allowable groups. Coverage may also be offered to any of the following family
members of eligible employees of employer groups, eligible retirees of employer groups or the eligible participants of

other allowable groups: spouse, partner, surviving spouse or partner, adult child, sibling, parent or grandparent.

The group policyholder will select and design the number and types of plans it wishes to offer to applicants. The
policyholder will design these plans with respect to selecting single or multiple options of the following:

- Rate Guarantee Period

- Eligibility for Coverage

- Coverage Maximum

- Elimination Period or Deductible

- Coverage Percentage

- Nursing Facility Maximum

- Benefit Increase Options

- Optional Benefits and Riders

- Policyholder contribution to premium payment

Parameters for these category options are included in the Statements of Variability attached. The policy forms attached

include an illustrative sample of an available benefit option.

Benefit Provisions. The following core benefits will be included in each policy issued; however, alternate versions of
these benefits may be used as noted in the attached Statements of Variability:

- Privileged Care Coordination Services

- Nursing Facility Benefit

- Assisted Living Facility Benefit

-Home and Community Care Benefit

- Bed Reservation Benefit

- Home Assistance Benefit

- Hospice Care Benefit
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- Respite Care Benefit

- Alternate Care Benefit

- International Coverage Benefit
- Waliver of Premium Benefit

- Contingent Nonforfeiture

In addition, the following optional benefits may be offered. Similarly, alternate versions of these benefits may also be
offered as noted in the attached Statements of Variability:

- Informal Care Benefit

- Return of Premium on Death Benefit

- Restoration Benefit

- Transition Benefit

- Nonforfeiture Benefit Rider

- Joint Coverage Rider

- Shared Coverage Rider

- Survivorship Benefit.

Several Benefit Increase Options will be offered including: 5% Compound; 3% Compound; Purchase Options; and

others as listed in the attached Statements of Variability.

Variability of Forms. We have included separate Statements of Variability for: the policy, certificate and related forms;
the policy and certificate schedule pages; and Benefit Increase Options. These Statements address the purpose of any

bracketed fields found in the policy and related forms.

Applications. We are including the following applications for your review and approval: Group Master Application, 7050
MA; Applications 43160 (Long Form) and 44752 (Comprehensive Modified Guaranteed Issue). In addition, we also
intend to use applications 37607(Guaranteed Issue), 37608 (Simplified Modified Guaranteed Issue) and 37610 (Short

Form), which were previously approved by your Department on 9/13/05.
Additional Forms. A Personal Worksheet and Potential Rate Increase Disclosure have also been included for your

review and approval. Replacement Notice 7046RPMT, will be used. This form was previously approved by your

Department on 9/13/05.
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Format. While the attached forms are submitted on 8 %2 by 11 pages, we reserve the right to also print the same text in

other formats or type faces and sizes (not less than your state’s required minimum) such as in booklet format (5%2 by 8

% pages), multiple columns or on electronic media (e.g. CD-ROM, Internet), if requested by the group policyholder.

Marketing Method. This product will be marketed through employee meetings, agent/producer assisted sales, the

Internet or the direct response method. Each applicant will receive an Outline of Coverage at time of application.

Partnership. In addition, we are submitting a completed Long Term Care Partnership Certification Form in order that,

upon approval, this policy may be marketed as a qualified Partnership Policy under the Arkansas Long Term Care

Partnership Program. We request consideration for Partnership, the policy's following inflation protection options:

3%, 4%, or 5% Compound Benefit Increases (all ages);
5% Equal or 3% Compound Benefit Increases (ages 61 and above);
Benefit Increases Adjusting at Age 66 (all ages);

No Automatic Increases (age 76 and above)

An Actuarial Memorandum and rates are also included for your review, together with any required certifications and filing

fees.

Company and Contact

Filing Contact Information
Jeanette Mai, Contract Analyst
6630 W Broad Street
Richmond, VA 23230-1700
Filing Company Information

jeanette.mai@genworth.com
(804) 922-5639 [Phone]
(804) 281-6285[FAX]

CoCode: 70025
Group Code: 350

Genworth Life Insurance Company
6610 W Broad Street

Richmond, VA 23230 Group Name:
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Filing Fees

Fee Required? Yes

Fee Amount: $100.00

Retaliatory? No

Fee Explanation: $50 X forms +$50 X Rates=$100

Per Company: No

COMPANY AMOUNT DATE PROCESSED TRANSACTION #
Genworth Life Insurance Company $100.00 08/15/2008 21960375
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Correspondence Summary

Dispositions

Status Created By Created On Date Submitted
Approved-  Harris Shearer 09/11/2008 09/11/2008
Closed

Objection Letters and Response Letters

Objection Letters Response Letters

Status Created By Created On Date Submitted Responded By Created On Date Submitted
Pending  Marie Bennett 09/10/2008 09/10/2008 Jeanette Mai 09/10/2008 09/10/2008
Industry

Response

Amendments

Item Schedule Created By Created On Date Submitted
Respite Care Form Jeanette Mai 08/29/2008 08/29/2008

Cover Letter Supporting Document Jeanette Mai 08/29/2008 08/29/2008
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Implementation Date:
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Comment:
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Item Type Item Name
Certification/Notice

Supporting Document
Supporting Document
Supporting Document
Supporting Document
Supporting Document (revised)
Supporting Document
Supporting Document

Supporting Document

Form
Form
Form
Form
Form
Form
Form
Form
Form
Form
Form
Form
Form
Form
Form (revised)
Form
Form
Form
Form
Form
Form

Form

Application

Health - Actuarial Justification
Outline of Coverage

Cover Letter

Cover Letter

Statement of Variability

Partnership Certification

Master Policy

Certificate Face Page
Certificate Table of Contents
Certificate Schedule

Period of Coverage
General Definitions

Benefit Provisions
Priviledged Care Coordination
Home and Community Care
Home and Community Care
Home Assistance

Informal Care

Informal Care

Hospice Care

Respite Care

Respite Care

Transition Benefit

ALF Benefit

ALF Benefit

Nursing Facility

Bed Reservation

Bed Reservation
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International Coverage

Alternate Care Benefit

Waiver Premium

10 Year Survivorship Benefit
Restoration Benefit

Graded Return of Premium

10 Year Return of Premium
Contingent Nonforfeiture
Exclusions and Limitations
Premiums and Renewal

Claims Provisions

Graded Return of Premium Rider
General Provisions

Nonforfeiture Benefit Rider

10 Year Return of Premium Rider
Shared Coverage Rider

Shared Coverage Rider

Shared Coverage Rider

10 Year Survivorship Rider

10 Year Survivorship Rider

7 Year Survivorship Rider
Restoration Rider

To Age 65 Premium Payment Rider
10 Year Premium Payment Rider
Group Master Application

Application (Comprehensive Modified
Guaranteed Issue)

Application (Comprehensive Modified
Guaranteed Issue)

Application (Long Form)

Application (Long Form)

Outline of Coverage
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Personal Worksheet
Potential Rate Increase Disclosure Notice
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Premium Rates
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Objection Letter

Objection Letter Status Pending Industry Response
Objection Letter Date 09/10/2008
Submitted Date 09/10/2008
Respond By Date 10/10/2008

Dear Jeanette Mai,
This will acknowledge receipt of the captioned filing. The filing has been reviewed and we note the following:

Objection 1
- Application (Comprehensive Modified Guaranteed Issue) (Form)
Comment: The form does not have the Fraud statement as required by ACA 23-66-503.

Obijection 2

- Transition Benefit (Form)
Comment: Please furnish an explanation for the last paragraph of this form i.e. "and cannot be used to satisfy and
Deductible or Elimination Period requirement."

Please feel free to contact me if you have questions. | can be reached at (501) 371-2765 today until 4:30 and tomorrow,
Thursday, between 8:30 and 4:30 Central time. The filing will be held for 30 days pending your response.

Sincerely,

Marie Bennett

Response Letter

Response Letter Status Submitted to State
Response Letter Date 09/10/2008
Submitted Date 09/10/2008

Dear Harris Shearer,

Comments:

Response 1
Comments: Attached are revised application forms 44752FN and 43160FN which include the Fraud Warning statement.
We apologize for this oversight.
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Related Objection 1

Applies To:

- Application (Comprehensive Modified Guaranteed Issue) (Form)
Comment:

The form does not have the Fraud statement as required by ACA 23-66-503.

Changed Items:

No Supporting Documents changed.

Form Schedule Item Changes

Form Name Form Edition  Form Type Action Action Readability Attach

Number Date Specific  Score Document
Data

Application 44752FN Application/Enrollment Initial 45 44752FN.

(Comprehensive Form pdf

Modified Guaranteed

Issue)

Previous Version

Application 44752 Application/Enrollment Initial 45 44752 .pdf

(Comprehensive Form

Modified Guaranteed

Issue)

Application (Long 43160FN Application/Enrollment Initial 50 43160FN.

Form) Form pdf

Previous Version

Application (Long 43160 Application/Enrollment Initial 50 43160.pdf

Form) Form

No Rate/Rule Schedule items changed.

Response 2

Comments: The transition benefit is intended to be used only with plans that have an elimination period and not with
plans with a deductible. The intent of the benefit is to help defray expenses incurred while the elimination period is being
satisfied.
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It provides a lump sum amount, not related to any specific type of care received for any particular day. Therefore, the
benefit is not allocated to any day but is independent of and above and beyond care and services that would be used to
satisfy the elimination period. The phrase in question is the same phrase we use in other benefits where they are

independent of the elimination or deductible period.

Related Objection 1
Applies To:
- Transition Benefit (Form)
Comment:

Please furnish an explanation for the last paragraph of this form i.e. "and cannot be used to satisfy and Deductible

or Elimination Period requirement."

Changed Items:

No Supporting Documents changed.

No Form Schedule items changed.

No Rate/Rule Schedule items changed.

Sincerely,
Jeanette Mai, June Lipscomb, Richard Cromwell
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Amendment Letter

Amendment Date:

Submitted Date: 08/29/2008

Comments:

We are replacing form, 7050CERT-RES. We noticed that the form # incorrectly showed 7046CERT-RES rather than
7050CERT-RES. Also, in our cover letter where we reference the previously approved applications that we intend to
use, we would like to include previously approved application, 37614-Short Form (spouses).

We apologize for these oversights.
Thank You.

Jeanette Mai

Sr. Contracts Analyst

Changed Items:

Form Schedule Item Changes:

Form Schedule Item Changes:

Form Form Form Action Form Previous Replaced Readability Attachments
Number Type Name Action Filing # Form # Score
Other

7050CRT- Certificate Respite Carelnitial 52 7050CRT-
RES Amendment, RES.pdf

Insert Page,

Endorsemen

t or Rider

Supporting Document Schedule Item Changes:
User Added -Name: Cover Letter

Comment:
AR Cover Letter-revised.pdf
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Lead Form Number: 7050POL

Review Form
Status Number
7050POL

7050CRT

7050CRT-
TOC

7050CRT-
SCH
7050CRT-
POC

7050CRT-
DEF

7050CRT-
EL

Form Type Form Name

Policy/Cont Master Policy

ract/Fratern

al

Certificate

Certificate Certificate Face
Page

Certificate Certificate Table of

Amendmen Contents

t, Insert

Page,

Endorseme

nt or Rider

Sate:

Sate Tracking Number:

SUb-TOI:

Action

Initial

Initial

Initial

Schedule Certificate Schedule Initial

Pages

Certificate Period of Coverage
Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Certificate General Definitions
Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Certificate Benefit Provisions
Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Initial

Initial

Initial

Arkansas

39947

LTC03G.001 Qualified

Action Specific
Data
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Certificate Priviledged Care
Amendmen Coordination

t, Insert

Page,

Endorseme

nt or Rider

Certificate Home and
Amendmen Community Care
t, Insert

Page,

Endorseme

nt or Rider

Certificate Home and
Amendmen Community Care
t, Insert

Page,

Endorseme

nt or Rider

Certificate Home Assistance
Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Certificate Informal Care
Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Certificate Informal Care
Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Certificate Hospice Care
Amendmen

Sate:

Sate Tracking Number:

SUb-TOI:

Initial

Initial

Initial

Initial

Initial

Initial

Initial
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t, Insert

Page,

Endorseme

nt or Rider

Certificate Respite Care
Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Certificate Transition Benefit
Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Certificate ALF Benefit
Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Certificate ALF Benefit
Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Certificate Nursing Facility
Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Certificate Bed Reservation
Amendmen

t, Insert

Page,

Sate:

Sate Tracking Number:

SUb-TOI:

Initial

Initial

Initial

Initial

Initial

Initial
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Certificate Bed Reservation
Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Certificate International
Amendmen Coverage

t, Insert

Page,

Endorseme

nt or Rider

Certificate Alternate Care
Amendmen Benefit

t, Insert

Page,

Endorseme

nt or Rider

Certificate Waiver Premium
Amendmen

t, Insert

Page,

Endorseme

nt or Rider

Sate:

Sate Tracking Number:

SUb-TOI:

Initial

Initial

Initial

Initial

Certificate 10 Year Survivorship Initial

Amendmen Benefit
t, Insert

Page,

Endorseme

nt or Rider

Certificate Restoration Benefit

Amendmen
t, Insert
Page,
Endorseme
nt or Rider

Initial
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Amendmen Premium
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Page,
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Certificate 10 Year Return of Initial
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Page,
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Page,
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Page,
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Page,
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Certificate General Provisions Initial
Amendmen
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Page,
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GENWORTH LIFE INSURANCE COMPANY
A Stock Insurance Company (herein called We, Us and Our)
Home Office: Wilmington, Delaware
[Administrative Office: 3100 Albert Lankford Drive, Lynchburg, VA 24501 Phone: 888-325-5433]
GROUP LONG TERM CARE INSURANCE POLICY
Policyholder: [XYZ Employer]
Policy Number: [XXXXXX]

Group Policy Effective Date: [January 1, 2009]

Policy Issued In: [State/Similar Jurisdiction]

Policy Anniversary Dates: [January 1 of 2010] and each succeeding year

Premium Due Dates: [The Group Policy Effective Date and the first day of each succeeding
month]

[Rate Guarantee Period: [xx] years from the Group Policy Effective Date]

We agree with the Policyholder to provide the coverage set forth herein. This agreement is in
consideration of the Policyholder's application and payment of the premiums due. It is subject to all the
conditions and provisions of this contract.

We have caused the Group Policy to be executed on the Group Policy Effective Date. For purposes of
effective dates and ending dates under the Group Policy, all days begin at 12:01 AM and end at 12:00
midnight Eastern Time in the United States.

Signed for Genworth Life Insurance Company.

~
Secr President and CEO, Long Term Care Division

NOTICES: PLEASE READ CAREFULLY!

The Group Policy may not cover all of the costs associated with long term care incurred during the
period of coverage. The buyer is advised to review carefully all policy limitations.

The Group Policy is not a Medicare Supplement Policy. If a person is eligible for Medicare, the
Guide to Health Insurance for People with Medicare is available from Us for review.

TAX DISCLOSURE: The Group Policy is intended to be a federally tax-qualified long term care
insurance contract under Section 7702B(b) of the Internal Revenue Code of 1986, (as amended
by the Health Insurance Portability and Accountability Act of 1996 - Public Law 104-191).

NOTE: The Insurance Department, or similar regulating body, of the jurisdiction in which this Group
Policy is issued does not in any way warrant that this Group Policy meets the requirements of
Section 7702B(b) of the Internal Revenue Code of 1986, as amended.

The Group Policy is non-participating.
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Contract

GENERAL PROVISIONS

The Group Policy constitutes the entire contract between the Policyholder and
Us. The terms of the Group Policy govern while it is in force. If the Policyholder
discontinues sponsorship of the Group Policy or a class of eligible persons, each
person’s coverage that would otherwise terminate will continue in accordance
with the terms of his/her Certificate.

The Group Policy consists of:

« The Face page;

. The Table of Contents page;

« The General Provisions,

« The Premium Provisions;

. The Discontinuance of Sponsorship Provisions

« The Group Master Application and any supplements thereto;

« Any Group Policy Riders;

« The Schedule of Exhibits, which includes the Group Policy Eligibility
Schedule(s), Benefits Master Schedule(s), Premium Rate Schedule(s) and all
applicable Certificate form(s) and Riders.

Governing Jurisdiction

Incontestability

Certificates

The Group Policy is governed by the laws of the jurisdiction in which it was
issued.

We will not contest the validity of the Group Policy after it has been in force two
(2) years, except for nonpayment of premium.

Benefits will not be recovered by Us if the Group Policy is rescinded.

We will furnish an individual Certificate for delivery to each Insured. The
Certificate will include a description of the benefits and coverage provided by the
Group Policy and a statement of the exclusions, reductions and limitations of the
Group Policy.

A “Certificate” consists of: the Certificate form (including Schedule); the Insured’s
Application; and any rider or other attachments issued to support or amend the
Certificate.

Non-Participating; Dividends Not Payable

The Group Policy and coverage under it does not participate in Our profits or
surplus earnings; has no cash values; and will not pay dividends at any time.

Policyholder Coverage Under The Group Policy

7050POL

The Group Policy is issued to the Policyholder, whose acceptance is evidenced
by the signed Group Master Application and payment of required premiums. No
insurance under the Group Policy take effect unless it is approved by Us in
writing, and the Group Policy is in force on the date the insurance is to take
effect.



Information To Be Furnished
The Policyholder and each Insured will furnish Us with all information, which We
reasonably require regarding matters related to the insurance provided and any
reporting requirements imposed under applicable law. This includes information
that will enable Us to determine a person’s eligibility for coverage and premiums
due.

The Policyholder will allow Us to inspect all documents, books and records,
which relate to premiums and the insurance provided.

On or prior to January 31 of each year We will furnish copies of information We

are required to report to the Internal Revenue Service. The information:

« Will be given to each Insured on whose account Benefits have been paid
during the preceding year; and

« Will show the aggregate amount of long term care benefits paid to such
Insured.

Group Policy Changes
The Group Policy may be changed at any time by written agreement between the
Policyholder and Us without the consent of any other person. All agreements
made by Us shall be signed by one of Our officers. No other person may change
or waive any of the Group Policy or coverage terms or make any agreement
binding Us. The Policyholder’s written approval of a change in the Group Policy
is not needed if:
. The Policyholder has made written request for the change and We have
agreed to it.
. The change is needed so that the Group Policy will conform to any law,
regulation or ruling of:
. Ajurisdiction that affects a person covered under the Group Policy; or
« The federal government.
. The change is needed to reflect a premium rate change.

Except with respect to premium rate changes, no such change shall affect
coverage in force prior to the date of change.

Persons Eligible for Coverage
A person who is a member of an Eligible Class defined in the Group Policy
Eligibility Schedule can apply for the coverage available for such Eligible Class
under the Group Policy. The person must apply for coverage while a member of
his or her Eligible Class We must be provided with proof of insurability, in a form
and manner We specify, that is satisfactory to Us. Upon Our approval while the
Policy is in force, coverage will become effective as stated in the issued
Certificate.

If the information provided to Us erroneously identifies a person as being eligible,
We have the right to deny benefits or rescind Coverage.

Coverage Limitation
We reserve the right to limit the initial coverage amounts for an Insured based on
Our maximum issue limits in effect at the time the Certificate of Insurance is
issued.
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Premium Rates

PREMIUM PROVISIONS

The initial premium rates appear in the Premium Rate Schedule. They can be
changed as shown in these Provisions. Premiums for each Insured will be
based on his or her age [on his or her Coverage Effective Date.]

[Premium Rate Guarantee

Premium rates are guaranteed only for the Rate Guarantee Period, if any, shown
on page one. This guarantee does not apply to a rate change due to a change in
the terms of coverage, in benefits, in eligible classes, or a change in the terms of
the Group Policy required by any law, regulation, judicial or administrative order
or decision.]

Payment Of Premiums And Grace Period

The total premiums due on any Premium Due Date will be the sum of the
individual premiums due for the coverage provided for all Insureds. Premiums
must be paid in advance. The Policyholder is responsible for submitting all
premiums due except those for Insureds who are direct billed, who must pay their
premiums directly to Us or Our insurance administrator. When the Policyholder is
responsible for paying premiums, premiums must be paid within [31/45/60] days
of the Premium Due Date. If premiums are not paid within that period, the Grace
Period provisions as stated in the Certificate will apply.

Premiums will be determined in accordance with the Premium Rate Schedule.

Right To Change Premium Rates

7050POL

We reserve the right to change premium rates on or after any of the following

dates:

. [The date the Rate Guarantee Period, if any, expires;]

. The date there is a change in benefits or eligibility for benefits under the
Group Policy;

. The date there is a change in: benefits; the terms of coverage; eligible
classes; or a change in the terms of the Group Policy required by any law,
regulation, judicial or administrative order or decision;

. The date there is a change in rating practices required by any applicable law,
regulation, judicial ore administrative order or decision; and

. The date We determine an increase is applicable when the change is
required because of actual or expected experience, a change in the factors
bearing on the risk assumed, or Our estimates for future cost factors. A
change in premium rates due to experience may occur only once during any
12 month period.

Any such change in rates will be made on a group or class basis. Written notice
of such change in rates will be given to the Policyholder by Us, [60/90/120/180]
days before the effective date of the proposed change.

No Insured’s premiums will change solely due to a change in his or her age or
use of the long term care coverage.



DISCONTINUANCE OF SPONSORSHIP PROVISIONS

Discontinuance Of The Offer Of Coverage Under The Group Policy By The Policyholder
The Policyholder may discontinue the offer of coverage under the Group Policy
for any or all eligible classes. We must be given 31 days advance written notice.
The notice must state when discontinuance shall occur.

Discontinuance Of The Offer Of Coverage Under The Group Policy By Us
Following at least [31/60/90/180] days advance written notice to the Policyholder,
We have the right to discontinue the offer of coverage under the Group Policy:

When the Group Policy is replaced;

To unenrolled Eligible Persons if the number of insured Eligible Persons is
less than [2 - 20];

To any unenrolled Eligible Family Member if the number of Eligible Persons
insured is less than [2 - 20];

To unenrolled Eligible Persons any time after the most recent Rate
Guarantee Period, if any, has expired].

Discontinuance of Sponsorship Of The Group Policy By The Policyholder
The Policyholder will be considered to have discontinued sponsorship of the
Group Policy on the earliest of:

Continuation Coverage

The Premium Due Date, if all premiums are not paid by the end of the Grace
Period;

The date chosen by the Policyholder, subject to the [31/60/90/120]-day
advance written notice; or

The effective date of a premium increase when the Policyholder’s has not
accepted the increase in writing.

Discontinuance of the Offer of Coverage or Sponsorship of the Group Policy shall
not affect an Insured’s right to continue coverage then in force. An Insured’s
Coverage is Guaranteed Renewable and may be continued in accordance with
the Continuation Coverage provision in the Insured’s Certificate.
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Eligible Persons [and Eligible Family Members]



GROUP POLICY ELIGIBILITY SCHEDULE
Group Policyholder: [XYZ Employer] Group Policy Number: [LTCG-XXXX]
Schedule Effective Date: Month Day Year

ELIGIBILITY FOR COVERAGE
A person who is a member of an Eligible Class defined below can apply for the coverage available for
such Eligible Class.
[All Eligible Persons and their Eligible Family Members as defined below who:
« Are at least 18 years of age (or the age of majority if greater where the
person resides);
. Are, at the time of application, less than [80] years of age [(this age limit does
not apply to persons whose eligibility is based on being an employee)];
. Have a valid Social Security or individual Tax Identification Number from the
United States government; and
. At the time of application maintain a permanent residence in the United
States of America, or one of its territories or possessions.

If We determine that residents of a jurisdiction are prohibited by law from being
insured under the Group Policy, such persons will not be included in the classes
of persons eligible for coverage.

[Minimum Participation Requirements: The Group Policy will not take effect unless [at least the
lesser of [3-10] or [5 - 20%] of eligible employees] are enrolled on the effective date.]

[Coverage Limits: Each Insured is subject to the Company’s maximum issue limits in effect on his or
her Coverage Effective Date.]

Eligible Class I: All persons associated with the Policyholder in the manner described below.
Coverage is on a [contributory] basis.

« [Employees: All hourly or salaried employees of the Policyholder, other than
members of Class Il, who are Actively at Work on a full-time or part-time
basis. Full-time means working for the Policyholder at least [40] hours per
week; part-time means working for the Policyholder at least [17.5] hours per
week.]

. [Retirees: Former employees of the Policyholder who have retired under the
Policyholder’s retirement or pension plan, and who satisfy the age and
service requirements determined by the Policyholder.]

« [Members: All members in good standing with the Policyholder.]

Eligible Class IlI: All persons associated with the Policyholder in the manner described below.
Coverage is on a [non-contributory] basis.

e Employees: All employees of the Policyholder who are [in Job Category 8
or higher, and who are] Actively at Work.
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Eligible Class Ill: All persons associated with the Policyholder in the manner described below.
Coverage is on a [non-contributory] basis.

7050POL

[Eligible Family Members
The members of an Eligible Person’s family listed and described below.]

. [Spouse of the Eligible Person.]

. [Partner when the Eligible Person has no Spouse. If required, the Eligible
Person must complete and return to Us a declaration in a form and manner
required by the Policyholder, and acceptable to Us.]

« [Surviving Spouse or Partner who is participating in a health benefits
program or a retirement plan sponsored by the Policyholder and was a
Spouse or Partner at the time of the Eligible Person’s death.]

« [Adult Child (including a natural, step or adopted child) who has reached full
legal age, with attendant rights and responsibilities.]

. [Sibling who is related to the Eligible Person or Spouse or Partner, as a
brother, sister, , step-brother or step-sister.]

. [Parent of an Eligible Person or Spouse or Partner, including a natural
parent, adoptive parent or step parent.]

. [Grandparent of an Eligible Person or Spouse or Partner, including a natural
grandparent, adoptive grandparent or step grandparent.]



BENEFITS MASTER SCHEDULE
[Group Policyholder: [XYZ Employer] Applicable To Class(es) I, Il & 1l

Schedule Effective Date: January 1, 2009

COVERAGE FEATURES AND LIMITS
Benefits are payable for the Covered Percentage of the Covered Expenses that are incurred after the
Deductible or Elimination Period, as applicable, has been satisfied. Payment is subject to the limits
determined below and all other provisions of Coverage.

Deductible Elimination Period Covered Percentage
Not Applicable 90 calendar days 100%

The Elimination Period is satisfied by days You are Chronically Il beginning on the first day You incur a
Covered Expense. However, there is no elimination Period for the Home and community Care Benefit;
and, days of Covered Care under that Benefit will satisfy the Elimination Period when the care is
received in accordance with a Plan of Care developed by a Privileged Care Coordination Team.

Plan Plan A | Plan B | Plan C
Nursing Facility Maximum $1,500, $3,000, $4,500, $6,000 per calendar month
Benefit Factor 36 48 60
Home and Community Care 0 0 o
Maximum Percentage 50% 75% 100%
Coverage Maximum* Nursing Facility Maximum multiplied by the Benefit Factor

Available Benefit Increases 5% Full Compound, 3% Full Compound,
5% Future Purchase Options (Offered every 3" policy anniversary)

*The Coverage Maximum and amounts based on the Nursing Facility Maximum are: (a) increased
when Benefit Increases apply; and (b) exhausted only when the total of all benefits paid equals the
then applicable maximum amount.

We Pay the Covered Percentage of

Benefits and Services Provided Covered Expenses Up to these Limits

Privileged Care Coordination Services:. .............. Not subject to coverage limits

Home and Community Care Benéefit: ................. 50%, 75%, 100% of the Nursing Facility Maximum per
(Covers Formal and Informal Care Providers) calendar month, based on the Plan selected

Home Assistance Benefit:...........oooevvveiiicinnnne, Up to an overall total maximum equal to 3 times
(covers equipment, modifications & training)  the Nursing Facility Maximum

Hospice Care Benefit:........cccccvveeii i, Included

Respite Care Benefit:........cccceeeiiiiviivccieen, Up to 30 days per calendar year

Assisted Living Facility Benefit:.............ccceeevvnnen. Nursing Facility Maximum per calendar month
(Includes room charges)

Nursing Facility Benefit: ........ccccooeviieiiiiiiiiinn, Nursing Facility Maximum per calendar month

Bed Reservation Benefit: ........ccccoeeeeeviiiiiiiiinnnnn. 60 days per calendar year

International Coverage Benefit: .........cccevveennnnnn. Included

Alternate Care Benefit: .........cccoeeeiiiiiiiiiiiieinn, Payment subject to mutual agreement

Waiver of Premium Benefit: ..........cccccvvveeiiennnnnes Included

The Waiver of Premium applies only when benefits are payable under the: Nursing Facility Benefit;
Assisted Living Facility Benefit; Bed Reservation Benefit; Home and Community Care Benefit; or
Hospice Care Benefit.

Contingent Nonforfeiture Benefit: .............c........ Included

The maximum total amount payable for all Covered Expenses incurred in a calendar month is limited to
the Nursing Facility Maximum. This does not apply to the Home Assistance and Alternate Care Benefits.

Available OptionsS ......ccccccviiiiiiiiiii Nonforfeiture Benefit
............................................. Restoration Benefit Rider
............................................. 10 Year Survivorship Rider
............................................. Shared Coverage with Joint Premium Waiver
............................................. Lifetime or 10 Year Premium Payment ]
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GENWORTH LIFE INSURANCE COMPANY

A Stock Insurance Company (herein called We, Us and Our)
[Administrative Office: 3100 Albert Lankford Drive, Lynchburg, VA 24501 Phone: 888-325-5433]

LONG TERM CARE INSURANCE CERTIFICATE

Policyholder Insured
[XYZ Employer/Trustee of the XXX Employer Trust] [John Q. Doe]
[Participating Employer: XYZ Employer]
We have issued a Group Policy to the Policyholder shown above. The provisions of the Group
Policy that are important to You (the Insured named above) are set forth in this Certificate.
These provisions are effective only while Your Coverage is in force. This Certificate consists of
this form (including the Schedule), Your Application and any attached papers and riders that
have been made a part of this Certificate.

CAUTION: The issuance of this Certificate is based upon Your answers to the questions
on Your Application. A copy of Your Application is enclosed. If Your answers are
incorrect or untrue, We may have the right to deny benefits or rescind Your Coverage.
The best time to clear up any questions is now, before a claim arises. If, for any reason,
any of Your answers are incorrect, contact Us at the address and telephone number
shown above.

NOTICE TO BUYER: The Group Policy may not cover all of the costs associated with long term
care incurred by the buyer during the period of coverage. The buyer is advised to review carefully
all coverage limitations.

THE GROUP POLICY IS NOT A MEDICARE SUPPLEMENT POLICY. If You are eligible for
Medicare, review the Guide to Health Insurance for People with Medicare, which is available
from Us.

GUARANTEED RENEWABLE. Your Coverage is guaranteed renewable. This means that
You have the right to continue Your Coverage in force by paying the required premium when
due. Premiums may increase as stated in the Premiums and Renewal section herein.

FREE LOOK - [30/45/60/90] DAY RIGHT TO EXAMINE YOUR CERTIFICATE: You may
return this Certificate to the address shown above within [30/45/60/90] days after You received it
if You are not satisfied with it for any reason. Upon surrender of this Certificate within the
[30/45/60/90]-day period, Your Coverage under the Group Policy will be void from the beginning
and We will refund any premium paid within 30 days of such surrender.

The Group Policy is intended to be a federally tax qualified long term care insurance
contract under Section 7702B(b) of the Internal Revenue Code of 1986 (as amended by
the Health Insurance Portability and Accountability Act of 1996 — Public Law 104-191).

Signed for Genworth Life Insurance Company.

Secr President and CEO, Long Term Care Division
[Payment of Benefits is subject to Pre-Existing Conditions Limitations.]
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TABLE OF CONTENTS
These are the major sections of this Certificate in the order in which they appear.

Section Contents of Section Page

[Tl = = U0 1 [1]
This is the first page of Your Certificate and includes notices and other
important information.

JLIE=L o110 ) B 0T ) (= 01 [XX]
This lists the major sections in this Certificate.

S o =0 1] =P IXX]
This shows the features and limits of Your Coverage at the time of issue.
It includes benefits and premium information. Your Schedule may be
changed by later rider.

PEriod Of COVEIAGE ...ttt e e et e e e e s e r e e e e e e e e nnneeees [XX]
This describes how coverage takes effect and is continued in force.

GeENEral DEFINITIONS ....ooiiiiiiiiit et e e e e e e e e e e e r e e e e e e e e e [XX]
This provides the definitions of words used in this Certificate that have
special meaning when applied to Your Coverage. Additional terms are
defined in the provisions in which they are most commonly used.

Lo T L= 1L 10)Y7 ] (o] g [XX]
This describes how You become eligible for benefits, the conditions under
which benefits will be paid; how to determine how much and how long
they will be payable. This may be supplemented by attached riders or
endorsements.

Exclusions and LiImitationsS.........ccooei i [XX]
This states the conditions under which benefit payments will be limited, or
not made at all, even if You otherwise qualify for benefits.

Premiums and RENEWAL ...........cooiiiiiiiiii e e e e s e e e e e e e e e e eeeeeene [XX]
This states: how and when to pay premiums; the importance of paying
premiums on time; what happens if they are not paid on time; and how
We may increase premiums.

ClAIMS PIOVISIONS ....eeiiiieiiiiiiiiteee ettt e e sttt e e e e e e e e et e e e e e e e asnbb b e e e e e e e e e eaanne [XX]
This tells You: when to notify Us of a claim; how to start a claim; what to
send Us, how We pay claims and other related rights and responsibilities.

GENETAI PrOVISIONS. ....ciiiiiiiiiiiit ettt e e e e e et e e e e e e e e st e e e e e e e e e aann [XX]
This tells You: the documents which state all of the contractual
agreements; the importance of completing Your application truthfully; and
other rights, obligations and features.

Attachments

A copy of any applications made for Your coverage.
Any applicable riders, endorsements and notices.
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SCHEDULE

Policyholder Group Policy Number Policy Effective Date
[XYZ Employer] [GLTC-2009-1] [09/01/2009]
[Trustee of the XXX Employer Trust]

Insured Certificate Number Coverage Effective Date
[John Q. Doe] [XXXXXXX] [10/01/2008]

[Apt #1234]

[1234 Main Street] [Participating Employer] Age

[Anytown, USA 99999] [XYZ Employer] [50]

COVERAGE FEATURES AND LIMITS
Benefits are payable for [the Covered Percentage of the] Covered Expenses that are
incurred after the Deductible or Elimination Period, as applicable, has been satisfied.
Payment is subject to the limits determined below and all other provisions of Coverage.

Deductible Elimination Period [Covered Percentage]
[Not Applicable] [90 calendar days] [100%]
[The Elimination Period is satisfied by days You incur a Covered Expense while You are
Chronically lll. However, there is no Elimination Period for the Home and Community Care
Benefit; and, days of Covered Care under that Benefit will satisfy the Elimination Period when
the care is received in accordance with a Plan of Care developed by a Privileged Care
Coordination Team.]

Coverage Maximum Nursing Facility Maximum Benefit Increases
[$240,000] [$4,000 per calendar month] [5% Full Compound]
[See Next Page]
[The Coverage Maximum and amounts based on the Nursing Facility Maximum are:
(a) increased when Benefit Increases apply; and (b) exhausted only when the total of all
benefits paid equals the then applicable maximum amount.]

We Pay [the Covered Percentage of ]

Benefits and Services Provided Covered Expenses Up to these Limits

Privileged Care Coordination Services............... Not subject to coverage limits

Home and Community Care Benefit................... Nursing Facility Maximum per [calendar month]
(Covers Formal and Informal Care Providers)

Home Assistance Benefit.................................... A Certificate total payment maximum equal
(Equipment, modifications & training) to 3 times the Nursing Facility Maximum

Hospice Care Benefit......cccccoovviiiiiviiiiiicceean, Included

Respite Care Benefit.............coooeeee [30] days per calendar year

Assisted Living Facility Benefit............cccccoeneeee Nursing Facility Maximum per [day][calendar month]
([Includes][Excludes room charges)

Nursing Facility Benefit .............ccoovvviiiiininenenns Nursing Facility Maximum per [day][calendar month]

Bed Reservation Benefit ..........cccoooiviviiieniennnnnns [60] days per calendar year

International Coverage Benefit ........................... Included

Alternate Care Benefit.........ccooooevviviiiiiiiinneennn, Payment subject to mutual agreement

Waiver of Premium Benefit ...........occovvveveeinennnns Included

The Waiver of Premium applies only when benefits are payable under the: Nursing Facility
Benefit; Assisted Living Facility Benefit; Bed Reservation Benefit; Home and Community
Care Benefit; or Hospice Care Benefit.

Contingent Nonforfeiture Benefit...............ccccc..... Included

The maximum total amount payable for all Covered Expenses incurred in a [calendar

month] is limited to the Nursing Facility Maximum. This does not apply to the Home
Assistance Benefit and Alternate Care Benefit.
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5% Full Compound Benefit Increases: On each anniversary of Your Coverage Effective Date
We will increase by 5% compounded annually, Your: Nursing Facility Maximum; Coverage
Maximum; and other maximums that are based on Your Nursing Facility Maximum. Calculation
of the increased amounts is not affected by benefit payments. Benefit Increases cease when:
(a) the applicable maximum has been exhausted; (b) Your Coverage terminates; or (c) Your
Coverage is continued under a Nonforfeiture Benefit, if applicable.

PREMIUM DATA
Annual Premium

Basic Certificate COVEIage........uuiiiiiieeiieeiiii i e ee et e e e e e e eeaenes XXX XX
[Nonforfeiture Benefit RIAer..........uuuuueiiiiiii e XX XX]
[Shared Coverage with Joint Premium Waiver Rider..........cccccoooiiiiiiiiiieieennnne PXX.XX
Spouse or Partner for Shared Coverage Mary Jane Doe]
[Restoration Benefit RIAET ............oeiiiiiiiiiiiiieee e XX XX]
[Graded Return of Premium On Death Benefit Rider..........cccccoeviiiiiiiiiiiiiinnnns XX XX]
[10 Year Survivorship RIAET ..........eiiiiiiiie et $XX.XX]
Total Annual Premium ContribULION ...........cvviiiiiiiieieeee e SXXX.XX]
[Insured’s Annual Premium Contribution................eueeiiiiiiiiiiiiiiiiiiiiiiiiiiiinnees SXXX.XX]
[Group Policyholder’'s Annual Premium Contribution (while applicable): ........ XX XX]
[Insured’s] Modal Premium Contribution [Monthly] .....ccoveeiiiieeee. SXX.XX]

[Premiums for payment modes other than annual are the following percentage
of the Annual Premium: Semi-annual = 51%; Quarterly = 26%; Monthly = 9%]

[Your Premium Rate Guarantee: The rates that determine the premium for Your Coverage are
guaranteed until [xx/xx/xxxx.][three/five/xx years from the earliest Coverage Effective Date. At
the end of this period We reserve the right to increase Your premium as stated in the Premiums
and Renewal section.]

Rating: [Standard][Preferred Health][Substandard] [/ List Bill] [Commonly Marketed]
[/ Producer] [with Couples Discount]

Premium Payment Period: [Lifetime]

[10 Years — See attached 10 Year Premium Payment Rider]
[To Age 65 — See attached To Age 65 Premium Payment Rider]

[This Schedule reflects changes as of the Print Date: 02/20/2009
Attach it to Your Certificate along with prior Schedule pages]
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PERIOD OF COVERAGE

Coverage Taking Effect
This Certificate is issued in consideration of Your Application and payment of the
required premium. Except as provided below, Your Coverage will become
effective on the Coverage Effective Date shown in Your Schedule, subject to
payment of the required premium.

[Deferred Coverage Effective Date [(applicable only to employees)]:
If Your Coverage is based on Your being an employee, You must be Actively at
Work with the employer forming the basis for Your eligibility on the Coverage
Effective Date and for the prior [10/30/45] [workdays] [calendar day period]. If
You cannot satisfy this requirement, Your Coverage Effective Date will be
deferred until the first day of Your employer’s regularly scheduled payroll billing
period on which You are Actively at Work, and have been Actively at Work for the
prior [10/30/45] [workdays] [calendar day period].}

[Actively at Work means You are an employee who is performing the usual
duties of Your job at the usual place of work as required by Your employer on a
[full-time basis at least [30] hours each week]. You will be considered Actively at
Work while on employer approved vacations, holidays and regularly scheduled
days off, or during temporary business closures. You will not be considered to be
Actively at Work if You are unable to perform Your usual duties due to a
sickness, accident or injury or if You are on a leave of absence, a sabbatical or
retired from the same employer.]

[If Your Coverage is not based on Your being an employee, ]You must be in
"Active Service" on the Coverage Effective Date and for the prior [10/30/45]
[workdays][calendar day period]. If You do not meet this requirement, Your
Coverage Effective Date will be deferred until the [first/fifteenth day of the month
after] [first payroll period after] [date] You return to Active Service.]

[Active Service means You are able to engage in substantially all of the usual
activities of a person in good health of like age and sex, and are not: (1) confined
in a hospital, nursing, assisted living, or custodial care facility; or (2) receiving
home health care services.]

Your Right To Cancel Coverage At Any Time
You may cancel Your Coverage at any time by sending Us written notice. The
effective date of Your cancellation will be the later of:
« The cancellation date requested by You; or
. The date We receive Your request.

We will promptly return the unearned portion of any premium paid to Us for Your
Coverage. [This refund of unearned premiums paid by the Policyholder, if any,
will be paid to the Policyholder.] This refund of unearned premiums paid by You,
if any, will be paid to You. The cancellation will not prejudice any claim for
Covered Expenses incurred before the effective date of the cancellation.
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Continuation Coverage
If the Policyholder discontinues sponsorship of the Group Policy or You cease to
be eligible for coverage, Your Coverage will be continued until it ends for a
reason stated below.

You must pay Us all premiums required for the continuation of Your Coverage.
The premium for the continuation of Your Coverage may change in the future as
stated in the Premiums and Renewal section.

[Continuing Coverage Paid For By The Policyholder
If the Policyholder stops paying premiums for all or a portion of Your Coverage
for any reason, You have the right to continue that coverage by paying the
premiums Yourself. In this event, We will send You a notice giving You the option
to pay the difference in premium and maintain Your Coverage at its existing
level.]

When Your Coverage Ends
Your Coverage ends on the first to occur of:
« The date of Your death;
. The date Coverage is cancelled pursuant to the provision entitled Your Right
To Cancel Coverage At Any Time;
. The date You exhaust the Coverage Maximum;
« The date on which a premium is due, when the premium is not received by
Us by the end of the Grace Period; or
« The date the Policyholder discontinues sponsorship of the Group Policy or
coverage of a group of eligible persons to which You belong, but only if,
within 31 days thereafter Your Coverage is replaced by other group coverage
that:
. Is effective on the day following the date Your Coverage ends; and
. Provides benefits that are substantially equivalent to or greater than those
provided under the replaced Group Policy; and
. Provides immediate coverage to all persons insured under the Group
Policy on the date their coverage under the replaced Group Policy is
discontinued; and
« Calculates premium based on Your age on Your Coverage Effective
Date.

Except as provided in the Extension of Benefits provision below, Your Coverage
will provide no benefits for any care received after Your Coverage ends.

Extension Of Benefits

If Your Coverage ends due to failure to pay premium while You are Confined in a

Nursing Facility, an Assisted Living Facility, or a Hospice Care Facility, benefits

will be paid in the same manner as if Your Coverage was in force. Extension of

Benefits stops on the earliest of:

. The date when You no longer meet the requirements of the Conditions for
Receiving Benefits provision;

« The date You are no longer Confined in a Nursing Facility, an Assisted Living
Facility or a Hospice Care Facility; or

« The date You exhaust the Coverage Maximum.
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GENERAL DEFINITIONS

This section provides the definitions of words used in this Certificate that have a special
meaning when applied to Your Coverage. Additional definitions may also appear where they
can assist You in understanding related text. For example, most Benefits have definitions for
covered care, services and/or providers. To help You recognize defined terms, they are printed
in bold where they are defined and the first letter of each word is capitalized wherever it

Application means the written or electronic form(s) provided by Us and completed
by You when You apply for coverage.

Confinement or Confined means You are present as a resident inpatient in a
facility, other than Your Home, during a period in which You incur Covered
Expenses.

Coverage Maximum means the maximum amount of benefits payable under
Your Coverage as determined from the Schedule. The Coverage Maximum will
change as described in the Schedule and when You elect changes.

Coverage Effective Date means the date Your Coverage begins. It is shown on
the Schedule.

Coverage Month means the monthly period that begins and ends on the same
day of the month as the Coverage Effective Date.

Covered Care means only those Qualified Long Term Care Services for which
Your Coverage pays benefits or would pay benefits in the absence of a
Deductible, Elimination Period or payment limits.

Covered Expenses means costs You incur for which a payment may be made
under Your Coverage. Each Benefit defines the Covered Expenses under that

Benefit. An expense is considered to be incurred on the day on which the care,
service or other item forming the basis for it is received.

Deductible or Elimination Period

While Your Coverage is in force, payment of certain benefits is subject to
satisfaction of EITHER:

« aDeductible; OR

« an Elimination Period,;

as determined from the Schedule. Where applicable, each Benefit states how its
payment is affected by the Deductible or Elimination Period requirement.

Deductible, when applicable, means the amount of Covered Expenses for which
payment would otherwise be made under Your Coverage, but for which We will
not pay benefits. When applicable, Your Schedule shows the initial amount of the
Deductible; and how it is affected by any Benefit Increases. The Deductible
reduces as You incur Covered Expenses which are used to satisfy it; and the
Deductible will be fully satisfied and no longer apply once it has been reduced to
zero. The Deductible may be satisfied by all Covered Expenses You incur
(including those not payable because of Non-Duplication or coordination
provisions); except expenses for Hospice Care, Respite Care and any other
expenses for which payment is made without a Deductible requirement. The
amount applied to Your Deductible is not subject to any dollar limits that would
apply if benefits were being paid.
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Elimination Period, when applicable, means the length of time, as shown in the
Schedule before benefits are payable. The Schedule describes how the
Elimination Period is satisfied and whether it is based on calendar days or days
on which You receive Covered Care. The Elimination Period needs to be met
only once during Your lifetime.

Elimination Period days may be accumulated before the filing of a claim if We
can establish that You met these Elimination Period requirements before the
filing of a claim.

We will count towards satisfying the Elimination Period, days on which You
receive Covered Care that is excluded from payment because of Non-Duplication
or coordination provisions.

Nursing Facility Maximum means the maximum amount We will pay when You
are Confined in a Nursing Facility, as stated in the Schedule. This amount is also
used to determine other benefit maximums.

Home means the place where You live or stay. This could be a: house;
condominium; apartment; unit in a congregate care community; or similar
residential environment. Your Home does not include a: hospital; Nursing
Facility; Assisted Living Facility; or Hospice Care Facility.

Immediate Family means Your Spouse or Partner or anyone who is related to
You or Your Spouse or Partner as a parent, grandparent, child, grandchild,
brother, sister, aunt, uncle, first cousin, nephew or niece. This includes adopted,
in-law and step-relatives.

Licensed Health Care Practitioner means any of the following who is not a

member of Your Immediate Family:

« A Physician (as defined in Sec. 1861(r)(1) of the Social Security Act);

« Aregistered professional nurse;

« Alicensed social worker; or

« Any other individual who meets such requirements as may be prescribed by
the Secretary of the Treasury of the United States.

Medicaid means any state medical assistance program under Title XIX of the
Social Security Act, as amended.

Medicare means the Health Insurance for the Aged Act, Title XVIII of the Social
Security Amendments of 1965, as then constituted or later amended.

Nurse means someone who is licensed as a Registered Graduate Nurse (RN),
Licensed Practical Nurse (LPN), or Licensed Vocational Nurse (LVN) and is
practicing within the scope of that license.

Partner means someone with whom You live in a committed relationship. He or
she can be unrelated to You, or a relative in Your same family generation (such
as Your brother, sister or first cousin). You and Your Partner cannot be joined to
anyone else by: (a) marriage; or (b) a relationship legally recognized under state
law.
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Physician has the same meaning as that set forth in Sec. 1861(r)(1) of the
Social Security Act; and means a doctor of medicine or osteopathy legally
authorized to practice medicine and surgery by the state in which he or she
performs such function or action.

Premium Due Date means the date on which premium payments are due to be
paid to Us.

Qualified Long Term Care Services means necessary diagnostic, preventive,

therapeutic, curing, treating, mitigating, and rehabilitative services and

maintenance or personal care services which:

« Are required by a Chronically Ill Individual; and

« Are provided pursuant to a Plan of Care prescribed by a Licensed Health
Care Practitioner.

As used above, "maintenance or personal care services" means any care the

primary purpose of which is the provision of needed assistance with any of the

disabilities as a result of which You are Chronically Ill. This includes protection

from threats to health and safety due to Severe Cognitive Impairment.

Note: To be eligible for benefit payments it is not sufficient for the care and services to
only be Qualified Long Term Care Services. Such care and services must also:
. Be care or services for which Your Coverage pays benefits; and
« Satisfy all other requirements for benefit eligibility and payment.
Representative means a person or entity legally empowered to represent You.
Schedule means the section of this Certificate that states Your Coverage
features and limits as of the original Coverage Effective Date. Your Schedule
may be changed by rider to reflect Coverage changes made by You.

Spouse means the person to whom You are joined by: (a) marriage; or (b) a
relationship legally recognized under state law.

We, Us, Our and the Company mean Genworth Life Insurance Company.
You, Your or Yourself means the person named as the Insured in the Schedule.

Your Coverage means the benefits You have under the Group Policy or
Continuation Coverage.
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BENEFIT PROVISIONS

LIMITATIONS OR CONDITIONS ON ELIGIBILITY FOR BENEFITS

Eligibility for the Payment of Benefits
For You to be eligible for the Benefits provided by Your Coverage:

You must be Chronically IlI;

We must receive a Current Eligibility Certification for You; and

We must receive ongoing proof which verifies that the Covered Care You
receive is needed due to Your continually being Chronically Ill. The proof can
be based on information from care providers, personal physicians, other
Licensed Health Care Practitioners and other sources.

Conditions For Receiving Benefits
Benefits will be paid as reimbursement for Covered Expenses paid on Your
behalf that meet all of the following conditions:

Definitions
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You meet the above Eligibility for the Payment of Benefits requirements.
Your Coverage provides benefits only for Covered Expenses, as described in
this Certificate.

The Covered Care and related Covered Expenses must be consistent with
and received pursuant to Your Plan of Care as prescribed by a Licensed
Health Care Practitioner.

Except as stated in the Extension of Benefits provision, Your Coverage must
be in force on the date(s) the Covered Care is received.

We will pay for the Covered Percentage of Covered Expenses incurred after
the applicable Deductible or Elimination Period has been satisfied.

You must not have exhausted the Coverage Maximum or any daily, monthly,
annual or lifetime limits on the specific benefits claimed.

You must meet the requirements for payment in accordance with all the
provisions of Your Certificate.

The care, service, cost or item for which benefits are payable must meet the
definition of Qualified Long Term Care Services.

Activities Of Daily Living (ADLs) means the following self-care functions:

Bathing: Washing oneself by sponge bath; or in either a tub or shower,
including the task of getting into or out of the tub or shower.

Continence: The ability to maintain control of bowel and bladder function; or,
when unable to maintain control of bowel or bladder function, the ability to
perform associated personal hygiene (including caring for catheter or
colostomy bag).

Dressing: Putting on and taking off all items of clothing and any necessary
braces, fasteners or artificial limbs.

Eating: Feeding oneself by getting food into the body from a receptacle (such
as a plate, cup, or table) or by a feeding tube or intravenously.

Toileting: Getting to and from the toilet, getting on and off the toilet, and
performing associated personal hygiene.

Transferring: Moving into or out of a bed, chair or wheelchair.

Chronically Ill or Chronically Il Individual refers to a person who has been
certified by a Licensed Health Care Practitioner as:

Being unable to perform, without Substantial Assistance from another
individual, at least two (2) Activities of Daily Living due to a loss of functional
capacity. In addition, this loss of functional capacity must be expected to exist
for a period of at least 90 days; or

Requiring Substantial Supervision to protect the person from threats to health
and safety due to Severe Cognitive Impairment.
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A Current Eligibility Certification is a Licensed Health Care Practitioner’'s
written certification, made within the preceding 12-month period, that You meet
the above requirements for being Chronically Il

Substantial Assistance is either:

. Hands-on Assistance which is the physical assistance (minimal, moderate
or maximal) of another person without which You would be unable to perform
the Activity of Daily Living; or

. Standby Assistance which is the presence of another person within arm’s
reach of You that is necessary to prevent, by physical intervention, injury to
Yourself while You are performing the Activity of Daily Living.

Severe Cognitive Impairment is a loss or deterioration in intellectual capacity

that:

« Is comparable to (and includes) Alzheimer’s disease and similar forms of
irreversible dementia; and

« Is measured by clinical evidence and standardized tests that reliably measure
impairment in the person’s: short-term or long term memory; orientation as to
people, places, or time; deductive or abstract reasoning; and judgment as it
relates to safety awareness.

Substantial Supervision is continual supervision (which may include cueing by
verbal prompting, gestures, or other demonstrations) by another nearby person
that is necessary to protect the severely cognitively impaired person from threats
to his or her health or safety (such as may result from wandering).

A Plan of Care is a written, individualized plan for care and support services for

You that:

« Has been developed as a result of an assessment and incorporates any
information provided by Your personal Physician; and

. Has been prescribed by a Licensed Health Care Practitioner; and

. Fairly, accurately and appropriately addresses Your long term care and
support service needs; and

« Specifies: the type, frequency and duration of all services required to meet
those needs; and the kinds of providers appropriate to furnish those services.

We retain the right to discuss the Plan of Care with the Licensed Health Care
Practitioner. We may also verify that the Plan of Care is appropriate and
consistent with generally accepted standards of care for a Chronically IlI
Individual. The Plan of Care must be updated as Your needs change. We must
receive a copy of the Plan of Care upon its completion and each time it is
updated. We retain the right to request periodic updates not more frequently than
once every 30 days. We will make a copy of the current Plan of Care available to
Your personal Physician, when requested. No more than one Plan of Care may
be in effect at a time.
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PRIVILEGED CARE® COORDINATION SERVICES

Privileged Care Coordination Services
These voluntary services are available when You have functional or cognitive
deficiencies that would qualify You as being Chronically Il to the extent that You
may need Covered Care.

These services are intended to help You identify Your care needs and
community resources available to deliver care when You are Chronically Ill.
These services are furnished by a Privileged Care Coordination Team provided
by Us at no cost to You. We will pay for these services when You receive them
while Your Coverage is in effect. These payments will be at Our expense; and
will NOT count against any payment limits.

To receive these services You or Your Representative should contact Us at Our
Administrative Office.

About The Privileged Care Coordination Services

These services will provide You with access to a team of qualified individuals

who will review Your specific situation and provide the following services:

« Conduct assessments of Your functional and cognitive capabilities and
personal needs for care and services on an ongoing basis.

« Work with You to identify the specific care, services and providers required to
meet Your needs.

. Develop and suggest initial and subsequent Plans of Care to assist You in
meeting Your needs.

« Provide the initial and ongoing Current Eligibility Certifications.

« Assist You in completion of initial claims forms.

« Monitor Your care needs on an ongoing basis to help You receive appropriate
care while You are Chronically IIl.

The Privileged Care Coordination Team includes a Licensed Health Care
Practitioner (such as a Physician, Nurse, or licensed social worker) who is
gualified by training and experience to assess and coordinate the overall care
needs of a Chronically Ill Individual.

Privileged Care Coordination Services Are Voluntary
You are not required to use these Privileged Care Coordination Services. You
may, at Your own expense, use a Licensed Health Care Practitioner who is not
from a Privileged Care Coordination Team to provide a Plan of Care, Current
Eligibility Certification, or assist in coordinating services.

Benefits Paid Will Not Reduce Any Payment Limits
Expenses paid for Privileged Care Coordination Services will not reduce the
amount available under any daily, monthly, annual or lifetime benefit limits.

Payment Limitations
Payment for these services is NOT subject to: any Deductible or Elimination
Period requirement; the Coverage Maximum, or any other payment limits. It
cannot be used to satisfy any Deductible or Elimination Period requirement; and
does not qualify You for any Waiver of Premium Benefit.
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The Benefit

[HOME AND COMMUNITY CARE BENEFIT

Under this Benefit We will pay for Covered Expenses incurred for Home and
Community Care, as described below.

Covered Expenses

Definitions

Covered Expenses for Home and Community Care means expenses You incur
for the following services:

« Adult Day Care;

« Nurse and Therapist Services;

. Home Health or Personal Care Services; and

« Incidental Homemaker and Chore Care.

Adult Day Care means a program for six (6) or more individuals of social and
health-related services provided during the day in a community group setting for
the purpose of supporting frail, impaired elderly or other disabled adults who can
benefit from care in a group setting outside the Home.

Nurse and Therapist Services means health care services provided in Your
Home by a Nurse, or a licensed physical, occupational, respiratory, or speech
therapist.

Home Health or Personal Care Services means assistance You receive in
Your Home from a Home Health Agency or Independent Provider with: simple
health care tasks; personal hygiene; managing medications and treatment
regimens; performing Activities of Daily Living; and supervision needed when
You have Severe Cognitive Impairment.

Incidental Homemaker and Chore Care means assistance provided in Your

Home:

« By the same person providing Home Health or Personal Care Services; and

« During the same visit in which You receive Home Health or Personal Care
Services.

This assistance consists of: meal planning and preparation; doing laundry; light
house cleaning (such as: vacuuming, mopping, dishwashing, cleaning the
kitchen or bath, and changing bedding); minor household repairs related to Your
safety at Home (such as to handrails and safety rails, stairs, or floors); taking out
the garbage; and simple cleaning tasks to remove unsafe debris or dirt from Your
Home. This assistance does not include any type of: pet care; residential upkeep,
construction, renovation or routine home preservation (such as painting); lawn or
yard care; snow removal; transportation or vehicle or equipment maintenance; or
similar tasks.

Home Health Agency means an entity that is regularly engaged in providing

Home Health or Personal Care Services for compensation and employs staff who

are qualified by education, training, or experience to provide such care and

services. The entity must:

. Be supervised by a qualified professional such as a Nurse, a licensed social
worker, or a Physician;

. Keep clinical records or care plans on all patients;

- Provide ongoing supervision and training to its staff appropriate to the
services to be provided; and

. Have the appropriate state licensure or certification, where required.
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An Independent Provider means a person who:

is not affiliated with a Home Health Agency;

provides Substantial Assistance in performing Activities of Daily Living or
Substantial Supervision for someone who has Severe Cognitive Impairment;
and

except as stated below, is licensed or certified in the state where the care and
services will be furnished.

We will require written proof of licensure or certification, and will accept inclusion
in a state sponsored nurse aide registry, if the state in which You live maintains
such a registry. If the state in which You live does not require licensure or
certification for Independent Providers, We may approve benefits for an
Independent Provider if We can determine, subject to Our sole discretion, that
the person is qualified by education, training and experience to provide Home
Health or Personal Care Services. The education must include training in safely
assisting Chronically Ill Individuals.

Payment Limitations
Payment of this Benefit is subject to:
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the Deductible or Elimination Period requirement, unless stated otherwise in
the Schedule;

the Coverage Maximum;

the payment limit shown in the Schedule for this Benefit; and

all other provisions and conditions applicable to Your Coverage. ]
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The Benefit

[HOME AND COMMUNITY CARE BENEFIT

Under this Benefit We will pay for Covered Expenses incurred for Home and
Community Care, as described below.

Covered Expenses

Definitions

Covered Expenses for Home and Community Care means expenses You incur
for: Adult Day Care; Nurse and Therapist Services; Home Health or Personal
Care Services; and Homemaker and Chore Care.

Adult Day Care means a program for six (6) or more individuals of social and
health-related services provided during the day in a community group setting for
the purpose of supporting frail, impaired elderly or other disabled adults who can
benefit from care in a group setting outside the Home.

Nurse and Therapist Services means health care services provided in Your
Home by a Nurse, or a licensed physical, occupational, respiratory, or speech
therapist.

A Formal or Informal Provider means a person who provides care in Your
Home which:

« Is consistent with the needs addressed in Your Plan of Care;

. Is necessary to enable You to continue to remain safely at Home; and

« Is necessary because You are Chronically Il

This provider may be a nurse's aide, home health aide, or person qualified by
training and/or experience to provide such care. There is no requirement that the
provider be at a level of certified or licensed other than that legally required to
provide the Covered Care. The provider may be independent; and does not need
to be associated with an agency or provider organization.

Home Health or Personal Care Services means assistance You receive in
Your Home from a Formal or Informal Provider with: simple health care tasks;
personal hygiene; managing medications; performing Activities of Daily Living;
and supervision needed when You have Severe Cognitive Impairment.

Homemaker and Chore Care means the following tasks a Formal or Informal
Provider furnishes in Your Home: meal planning and preparation; doing laundry;
light house cleaning (such as: vacuuming, mopping, dishwashing, cleaning the
kitchen or bath, and changing bedding); minor household repairs related to Your
safety at Home (such as to handrails and safety rails, stairs, or floors); taking out
the garbage; and simple cleaning tasks to remove unsafe debris or dirt from Your
Home. This does not mean any type of: pet care; residential upkeep,
construction, renovation or routine home preservation (such as painting); lawn or
yard care; snow removal; transportation or vehicle or equipment maintenance; or
similar tasks.

Payment Limitations

Payment of this Benefit is subject to:

. the Deductible or Elimination Period requirement, unless stated otherwise in
the Schedule;

. the Coverage Maximum;

. the payment limit shown in the Schedule for this Benefit; and

. all other provisions and conditions applicable to Your Coverage. ]
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The Benefit

HOME ASSISTANCE BENEFIT

Under this Benefit We will pay for Covered Expenses incurred for Home
Assistance services and items, as described below.

Covered Expenses

Definitions

Covered Expenses for Home Assistance means expenses You incur (including
tax, installation and labor costs) for the following services and items:

. Home Modifications, Assistive Devices and Supportive Equipment;

. Emergency Medical Response Systems; and

« Caregiver Training.

These services and items must be:
. Intended to enable You to remain safely in Your Home; and
« Stated in, and furnished in accordance with, Your Plan of Care.

Home Modifications, Assistive Devices and Supportive EQuipment means

items that are intended to relieve Your need for direct physical assistance; and

(as stated in Your Plan of Care) are expected to enable You to remain safely in

Your Home for at least 90 days after the date of purchase or first rental. This may

include:

« Ramps to permit Your movement from one level of Your Home to another;

. Grab bars to assist You in toileting, bathing or showering;

« Hospital beds, wheelchairs or crutches for You alone;

« Adaptive equipment to enable independent feeding and dressing (specialized
utensils and fasteners); and

« Pumps and other devices for intravenous injection.

This does NOT include the purchase or rental of any:

« Home repair, remodeling, or installation of an elevator, escalator, garage door
opener, swimming pool, hot tub, Jacuzzi or whirlpool type tub, or other similar
items or services;

. Items that will, other than incidentally, increase the value of Your Home; and

. Artificial limbs, teeth, corrective lenses, hearing aids, or equipment placed in
Your body, temporarily or permanently.

Emergency Medical Response Systems means the installation of, and any
ongoing fees for, any type of medical alert system.

Caregiver Training means the training of a family member, friend, or other
person to provide care for You in Your Home when that person will not be paid to
care for You. Caregiver Training consists of training in the proper use and care of
a therapeutic device or an appropriate care giving procedure. It does not include
training received when You are Confined in a hospital, Nursing Facility or
Assisted Living Facility, unless it is reasonably expected that the training will
make it possible for You to return to Your Home, where You can be cared for by
the person receiving the training.

Payment Limitations
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Payment of this Benefit is subject to: the Coverage Maximum; the payment limit
shown in the Schedule for this Benefit; and all other provisions and conditions
applicable to Your Coverage. Payment of this Benefit is not subject to any
Deductible or Elimination Period requirement; and cannot be used to satisfy any
Deductible or Elimination Period requirement.
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The Benefit

[INFORMAL CARE BENEFIT

Under this Benefit We will pay for Covered Expenses incurred for Informal Care,
as described below.

Covered Expenses

Definition

Covered Expenses means expenses You incur for Informal Care that is:
. Intended to enable You to remain in Your Home; and
« Stated in, and furnished in accordance with, Your Plan of Care.

Informal Care means health and personal care assistance another person
(which can include a member of Your Immediate Family) provides to You, in Your
Home, because You are Chronically IIl.

The person providing the assistance must be someone who:

. Did not reside with You in Your Home at the time You became eligible for
benefits; and

« Is neither from a Home Health Agency nor licensed or certified to provide
such assistance.

The assistance may be in the form of:

. help with simple health care tasks, personal hygiene, or managing
medications;

« Substantial Assistance in performing Activities of Daily Living; or

« Substantial Supervision when You have Severe Cognitive Impairment.

Your Plan of Care must specify the type, frequency and duration of Informal Care
required.

Payment Limitations

Payment of this Benefit is subject to:

« the Deductible or Elimination Period requirement;

. the Coverage Maximum;

. the payment limit shown in the Schedule for this Benefit; and

. all other provisions and conditions applicable to Your Coverage. ]
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The Benefit

[INFORMAL CARE BENEFIT

Under this Benefit We will pay for Covered Expenses incurred for Informal Care,
as described below.

Covered Expenses

Definition

Covered Expenses means expenses You incur for Informal Care that is:
. Intended to enable You to remain in Your Home; and
« Stated in, and furnished in accordance with, Your Plan of Care.

Informal Care means health and personal care assistance another person
(which can include a member of Your Immediate Family) provides to You, in Your
Home, because You are Chronically IIl.

The person providing the assistance must be someone who:

. Did not reside with You in Your Home at the time You became eligible for
benefits; and

« Is neither from a Home Health Agency nor licensed or certified to provide
such assistance.

The assistance may be in the form of:

. help with simple health care tasks, personal hygiene, or managing
medications;

« Substantial Assistance in performing Activities of Daily Living; or

« Substantial Supervision when You have Severe Cognitive Impairment.

Your Plan of Care must specify the type, frequency and duration of Informal Care
required.

Payment Limitations
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Payment of this Benefit is subject to:

. the Coverage Maximum,;

. the payment limit shown in the Schedule for this Benefit; and

. all other provisions and conditions applicable to Your Coverage.

Days on which You receive Informal Care cannot be used to satisfy any
Deductible or Elimination Period requirement.]
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The Benefit

HOSPICE CARE BENEFIT

Under this Benefit We will pay for Covered Expenses incurred for Hospice Care,
as described below.

Covered Expenses

Definitions

Covered Expenses for Hospice Care means expenses You incur for:

« Hospice Care received while You are living at Home; and

« Hospice Care and related care and support services (including room charges)
provided by a Hospice Care Facility.

Covered Expenses for Hospice Care do not include:

. the cost of medications, supplies, equipment or Physician visits; and

« any charges for: transportation; televisions; telephones; beauty care; guest
meals; or entertainment.

Hospice Care means services designed to provide palliative care and alleviate
Your physical, emotional, spiritual and social discomforts when You are:

« Chronically Ill; and

o Terminally Ill.

Hospice Care Facility means a facility that provides a formal Hospice Care
program directed by a Physician on an inpatient basis. A Hospice Care Facility
must be licensed or certified by the state in which it is located, if such license or
certification is required. A Hospice Care Facility may be licensed or certified as a
Nursing Facility, Assisted Living Facility, or other type of health care facility. A
Hospice Care Facility does not mean a hospital, clinic, a community living center,
or a place that provides residential or retirement care only.

Terminally Ill means having six (6) months or less to live, as determined by a
Physician.

Payment Limitations

Payment of this Benefit is subject to:

. the Coverage Maximum,;

. the payment limit shown in the Schedule for the Nursing Facility Maximum
when Hospice Care is received in a Hospice Care Facility;

« the payment limit shown in the Schedule for the Home and Community Care
Benefit for Hospice Care received while You are living at Home; and

. all other provisions and conditions applicable to Your Coverage.

Payment of this Benefit is not subject to any Deductible or Elimination Period
requirement; and cannot be used to satisfy any Deductible or Elimination Period
requirement.

7050CRT-HOS [XX]



RESPITE CARE BENEFIT

The Benefit
Under this Benefit We will pay for Covered Expenses incurred for Respite Care,
as described below.

Covered Expenses
Covered Expenses for Respite Care means expenses You incur for Respite Care
that would be payable under the following if there were no Deductible or
Elimination Period requirement:
. the Nursing Facility Benefit;
« the Assisted Living Facility Benefit; and
« the Home and Community Care Benefit;

Definition
Respite Care means temporary care You receive in order to provide short-term
relief for the person who normally and primarily provides You with care in Your
Home on a regular, unpaid basis.

Your Plan of Care must state:

. the name of the unpaid caregiver for whom the respite is being provided;

. the period of respite; and

. the Covered Care You will require to replace that normally provided by the
unpaid caregiver.

Respite Care can be received: in Your Home; or during a temporary stay in a
Nursing Facility or Assisted Living Facility.

Payment Limitations

Payment of this Benefit is subject to:

. the Coverage Maximum.

« the payment limit shown in the Schedule for the Nursing Facility Benefit for
Respite Care received in a Nursing Facility;

. the payment limit shown in the Schedule for the Assisted Living Facility
Benefit for Respite Care received in an Assisted Living Facility;

. the payment limit shown in the Schedule for the Home and Community Care
Benefit for Respite Care received while You are living at Home;

. the maximum payment period (days per calendar year) shown in the
Schedule for this Benefit; and

. all other provisions and conditions applicable to Your Coverage.

Payment of this Benefit is not subject to any Deductible or Elimination Period

requirement; and days of Covered Care under it cannot be used to satisfy any
Deductible or Elimination Period requirement.
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The Benefit

[TRANSITION BENEFIT

Under this Benefit We will pay for Covered Expenses incurred while You are
satisfying the Elimination Period, as described below.

Covered Expenses

Payment Limi
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Covered Expenses for this Transition Benefit means expenses You incur for
Qualified Long Term Care Services received during the Elimination Period.

The amount determined from the Schedule for this Benefit will be paid as a lump
sum once We have verified that You have: (a) satisfied the Eligibility for the
Payment of Benefits provision; and (b) begun to satisfy the Elimination Period.
You may use this payment to cover costs associated with care received during
the Elimination Period.

tations

This is a one-time Benefit. Payment of this Benefit is subject to:

. the Coverage Maximum;

. the payment limit shown in the Schedule for this Benefit; and

. all other provisions and conditions applicable to Your Coverage.

Payment of this Benefit is not subject to any Deductible or Elimination Period
requirement; and cannot be used to satisfy any Deductible or Elimination Period
requirement.

Notice Regarding Tax Law - Please note that payment of this Benefit may have

tax implications. You are advised to review this benefit with a qualified tax
professional to determine any such tax impact.]
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The Benefit

[ASSISTED LIVING FACILITY BENEFIT

Under this Benefit We will pay for Covered Expenses incurred during Your
Confinement in an Assisted Living Facility, as described below.

Covered Expenses

Note:

Definitions

Covered Expenses for care in an Assisted Living Facility means expenses You
incur for Assisted Living Care, support services and meals provided by the
Assisted Living Facility. They do not include expenses for prescription
medications or any items or services provided for Your comfort and convenience,
such as: transportation; televisions; telephones; beauty care; guest meals; or
entertainment.

Covered Expenses include room charges in an Assisted Living Facility ONLY
when the Schedule states that they are included under this Benefit.

Assisted Living Care means Substantial Assistance provided to persons who
are unable to perform Activities of Daily Living; and Substantial Supervision
provided to persons who have Severe Cognitive Impairment.

Assisted Living Facility means a facility (including a facility for people with
Alzheimer’s disease) that is not excluded below and is required to engage
primarily in providing continual (24 hours a day, every day) Assisted Living Care
to its resident inpatients in accordance with the authority granted by a license or
certification issued by the federal government or the state, territory or possession
of the United States of America in which it is located.

If the facility is not required to have such a license or certification to provide
continual (24 hours a day, every day) Assisted Living Care, the facility must
provide Assisted Living Care in accordance with all applicable laws and
regulations and at all times satisfy all of the following:

. It has accommodations for at least ten (10) resident inpatients;

. It maintains records for all care and services provided to each resident
inpatient;

« It has an awake employee on duty in the facility who is trained and ready to
provide its resident inpatients with scheduled and unscheduled care and
services sufficient to support needs resulting from inability to perform
Activities of Daily Living or Severe Cognitive Impairment;

. It has an awake employee who is aware of the whereabouts of its resident
inpatients;

. It provides three (3) meals a day and accommodates special dietary needs;

« It has written formal procedures, including an agreement with a Physician or
Nurse, for the furnishing of medical care and services in case of an
emergency; and

. It has the appropriate methods and procedures to provide necessary
assistance to resident inpatients in managing prescribed medications.

Excluded Places: An Assisted Living Facility is NOT any of the following:

« A facility that does not satisfy the above definition.

« Aclinic or hospital (including a sub-acute care or rehabilitation hospital).

« A place that operates primarily for the treatment of alcoholism, drug addiction,
or mental iliness.

« A Nursing Facility.

« Your Home.
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If a facility has multiple licenses, certifications or purposes and has a separate
ward, wing, or unit in which You are a resident inpatient, We will consider You to
be in an Assisted Living Facility only if such ward, wing, or unit satisfies the
above definition of an Assisted Living Facility.

Payment Limitations
Payment of this Benefit is subject to:
. the Deductible or Elimination Period requirement;
. the Coverage Maximum;
. the payment limit shown in the Schedule for this Benefit; and
. all other provisions and conditions applicable to Your Coverage.

With the exception of Privileged Care Coordination Services and Caregiver

Training payments, this Benefit will not be payable at the same time as any other
Benefit. ]
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The Benefit

[ASSISTED LIVING FACILITY BENEFIT

Under this Benefit We will pay for Covered Expenses incurred during Your
Confinement in an Assisted Living Facility, as described below.

Covered Expenses

Definitions
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Covered Expenses for care in an Assisted Living Facility means expenses You
incur for Assisted Living Care, support services, meals, and room charges
provided by the Assisted Living Facility. They do not include expenses for
prescription medications or any items or services provided for Your comfort and
convenience, such as: transportation; televisions; telephones; beauty care; guest
meals; or entertainment.

Assisted Living Care means Substantial Assistance provided to persons who
are unable to perform Activities of Daily Living; and Substantial Supervision
provided to persons who have Severe Cognitive Impairment.

Assisted Living Facility means a facility (including a facility for people with
Alzheimer’s disease) that is not excluded below and is required to engage
primarily in providing continual (24 hours a day, every day) Assisted Living Care
to its resident inpatients in accordance with the authority granted by a license or
certification issued by the federal government or the state, territory or possession
of the United States of America in which it is located.

If the facility is not required to have such a license or certification to provide
continual (24 hours a day, every day) Assisted Living Care, the facility must
provide Assisted Living Care in accordance with all applicable laws and
regulations and at all times satisfy all of the following:

. It has accommodations for at least ten (10) resident inpatients;

. It maintains records for all care and services provided to each resident
inpatient;

. It has an awake employee on duty in the facility who is trained and ready to
provide its resident inpatients with scheduled and unscheduled care and
services sufficient to support needs resulting from inability to perform
Activities of Daily Living or Severe Cognitive Impairment;

. It has an awake employee who is aware of the whereabouts of its resident
inpatients;

. It provides three (3) meals a day and accommodates special dietary needs;

« It has written formal procedures, including an agreement with a Physician or
Nurse, for the furnishing of medical care and services in case of an
emergency; and

. It has the appropriate methods and procedures to provide necessary
assistance to resident inpatients in managing prescribed medications.

Excluded Places: An Assisted Living Facility is NOT any of the following:

. A facility that does not satisfy the above definition.

« Aclinic or hospital (including a sub-acute care or rehabilitation hospital).

« A place that operates primarily for the treatment of alcoholism, drug addiction,
or mental illness.

« A Nursing Facility.

e Your Home.
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If a facility has multiple licenses, certifications or purposes and has a separate
ward, wing, or unit in which You are a resident inpatient, We will consider You to
be in an Assisted Living Facility only if such ward, wing, or unit satisfies the
above definition of an Assisted Living Facility.

Payment Limitations
Payment of this Benefit is subject to:
. the Deductible or Elimination Period requirement;
. the Coverage Maximum,;
. the payment limit shown in the Schedule for this Benefit; and
. all other provisions and conditions applicable to Your Coverage.

With the exception of Privileged Care Coordination Services and Caregiver

Training payments, this Benefit will not be payable at the same time as any other
Benefit. |
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The Benefit

NURSING FACILITY BENEFIT

Under this Benefit We will pay for Covered Expenses incurred during Your
Confinement in a Nursing Facility, as described below.

Covered Expenses

Definitions

Covered Expenses for Nursing Facility care means expenses You incur for care
and support services, meals and room charges provided by the Nursing Facility.
They include expenses for: private duty Nursing Care provided by a Nurse who is
not employed by the facility; and all levels of care (including skilled, intermediate
and custodial care) provided by the Nursing Facility. They do not include
expenses for prescription medications or any items or services provided for Your
comfort and convenience, such as: transportation; televisions; telephones;
beauty care; guest meals; and entertainment.

Nursing Care means care, furnished on a Physician's orders, which requires the
specialized skills of a Nurse and is performed by or under the continual, direct
and immediate supervision of a Nurse to meet a person’s need to: (a) improve or
maintain health; and (b) provide Supervision when needed due to Severe
Cognitive Impairment, or Substantial Assistance with Activities of Daily Living.

A Nursing Facility is a facility, not excluded below, that is engaged primarily in
providing continual (24 hours-a-day, every day) Nursing Care to all of its
Confined inpatients in accordance with the authority granted by a license issued
by the federal government or the State in which it is located. The facility must
have at least one full-time (at least 30 hours per week) Nurse. A Nurse must be
on duty or on call in the facility at all times. The facility must maintain a daily
record of all care and services provided to its Confined inpatients.

Excluded Places: The definition of a Nursing Facility does NOT include any of

the following:

« A facility that does not fully satisfy the above definition.

« Aclinic or hospital (including a sub-acute care or rehabilitation hospital).

« A place that operates primarily for the treatment of alcoholism, drug addiction,
or mental iliness.

« An Assisted Living Facility.

« Your Home.

If a facility has multiple licenses or purposes, and has a separate ward, wing or
unit in which You are confined, We will consider You to be in a Nursing Facility
only if that ward, wing or unit satisfies the above definition of a Nursing Facility.

Payment Limitations
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Payment of this Benefit is subject to:

« the Deductible or Elimination Period requirement;

. the Coverage Maximum;

. the payment limit shown in the Schedule for this Benefit; and

. all other provisions and conditions applicable to Your Coverage.

With the exception of Privileged Care Coordination Services and Caregiver

Training payments, this Benefit will not be payable at the same time as any other
Benefit.
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The Benefit

[BED RESERVATION BENEFIT

As described below, this Benefit We will pay for Covered Expenses incurred to
reserve Your accommodations when You are temporarily absent from a:

« Nursing Facility;

« Assisted Living Facility; or

« Hospice Care Facility.

Covered Expenses

Covered Expenses for Bed Reservation Benefits means the expenses You incur
for reserving Your room accommodations in a Nursing Facility, Assisted Living
Facility, or Hospice Care Facility when Your Confinement is interrupted by a
temporary absence.

The temporary absence can be for any reason, including, but not limited to,
hospital stays as well as spending holidays or other time with Your family.

Payment Limitations
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We will pay up to the lesser of:

. the Covered Expenses You incur to reserve Your accommodations; or

. the amount We would have paid if You had remained in the Nursing Facility,
Assisted Living Facility, or Hospice Care Facility.

Payment of this Benefit is subject to:

. the Deductible or Elimination Period requirement;

. the Coverage Maximum;

« the payment limit shown above;

. the maximum payment period (days per calendar year) shown in the
Schedule for this Benefit; and

. all other provisions and conditions applicable to Your Coverage.

With the exception of Privileged Care Coordination Services and Caregiver

Training payments, this Benefit will not be payable at the same time as any other
Benefit. |
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[BED RESERVATION BENEFIT

The Benefit
As described below, this Benefit We will pay for Covered Expenses incurred to
reserve Your accommodations when You are temporarily absent from a Nursing
Facility or Hospice Care Facility.

Covered Expenses
Covered Expenses for Bed Reservation Benefits means the expenses You incur
for reserving Your room accommodations in the Nursing Facility or Hospice Care
Facility when Your Confinement is interrupted by a temporary absence.

The temporary absence can be for any reason, including, but not limited to,
hospital stays as well as spending holidays or other time with Your family.

Payment Limitations
We will pay up to the lesser of:
. the Covered Expenses You incur to reserve Your accommodations; or
. the amount We would have paid if You had remained in the Nursing Facility
or Hospice Care Facility.

Payment of this Benefit is subject to:

« the Deductible or Elimination Period requirement;

. the Coverage Maximum,;

. the payment limit shown above;

. the maximum payment period (days per calendar year) shown in the
Schedule for this Benefit; and

. all other provisions and conditions applicable to Your Coverage.

With the exception of Privileged Care Coordination Services and Caregiver

Training payments, this Benefit will not be payable at the same time as any other
Benefit. ]
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The Benefit

INTERNATIONAL COVERAGE BENEFIT

Under this Benefit We will pay for Covered Expenses incurred during Your
Confinement in an Out-of-Country Nursing Facility, as described below.

Covered Expenses

Conditions

Definition
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Covered Expenses for International Coverage means expenses You have paid
for care and support services (including room and board) provided to You by an
Out-of-Country Nursing Facility under the Conditions stated below.

Covered Expenses do not include expenses for prescription medications or any
items or services provided for Your comfort and convenience, such as:
transportation; televisions; telephones; beauty care; guest meals; and
entertainment.

Payment of this Benefit is subject to all of the following conditions:

« We will not provide Privileged Care Coordination Services in connection with
this Benefit.

« The Waiver of Premium Benefit will not apply to any period for which payment
is made under this Benefit.

. We must receive proof, satisfactory to Us, that You are eligible for benefit
payments. At Your own expense, You must obtain and furnish Us with
complete documentation in English. Such documentation shall include, but is
not limited to:

« A Current Eligibility Certification from a Licensed Health Care Practitioner
that You are Chronically III.

. A satisfactory Plan of Care prescribing the need for Confinement care
due to Your being Chronically IlI.

« Properly completed claims forms, billing statements, and supporting
medical and care documentation acceptable to Us as verifiable proof of
loss and payment.

« A copy of Your passport, airline ticket or other proof acceptable to Us that
You are outside the United States of America, its territories and
possessions.

We may require that You provide Us with all of the above information at

reasonable intervals. We will not require this more frequently than monthly.

This benefit will not be payable if it is prohibited by the United States Government
sanctions as specified by the United States Department of the Treasury’s Office
of Foreign Assets Control (or its successor organization).

An Out-of-Country Nursing Facility is an institution, not excluded below, that:

. Islocated outside the United States, its territories and possessions; and

. Is alegally operated facility that is engaged primarily in providing continual
(24 hours-a-day, every day) nursing care to all of its residents or inpatients;
and

. Satisfies all of the following requirements.

[XX]



Requirements: To satisfy this Out-of-Country Nursing Facility definition, such

facility, or a separate portion, ward, wing or unit thereof, must at all times:

« Provide such nursing care in accordance with the authority granted by a
license or similar accreditation acceptable to Us that has been issued by the
national or requisite political subdivision of the country in which it is located to
provide the levels of care for which benefits would be payable under the
Nursing Facility Benefit;

« Employ at least one full-time (at least 30 hours per week) Graduate Nurse;

. Have a Graduate Nurse on duty or on call in the facility at all times;

« Have an awake employee on duty in the facility who is:

. Trained and ready to provide its residents with scheduled and
unscheduled care and services sufficient to support needs resulting from
inability to perform Activities of Daily Living or Severe Cognitive
Impairment; and

« Aware of the whereabouts of the residents;

« Provide three (3) meals a day and accommodate special dietary needs;

. Have arrangements with a Physician or Graduate Nurse to furnish medical
care and services in case of an emergency;

. Have the appropriate methods and procedures to provide necessary
assistance to residents in managing prescribed medications; and

. Have accommodations for at least 10 resident inpatients in that location.

For the purposes of this definition, a Graduate Nurse is a person who has:

. Completed a post-secondary nursing care training program; and

« Acurrent license to provide skilled nursing care to sick or infirm individuals
under the direction of a Physician.

Excluded Places: The definition of an Out-of-Country Nursing Facility does NOT

include any of the following:

« A hospital (including any sub-acute or rehabilitation hospital) or clinic.

« An Assisted Living Facility.

« A place that operates primarily for the treatment of alcoholism, drug addiction,
or mental illness.

« Your Home or other residential establishment or environment, including an
ocean going vessel.

Payment Limitations
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Payment of this Benefit is subject to:

. the Deductible or Elimination Period requirement;

. the Coverage Maximum;

. apayment limit equal to 75% of the payment limit applicable to the Nursing
Facility Benefit; provided that in no event will such payment be made under
this Certificate for more than 4 years (48 calendar months or 1460 days, as
applicable) in total; and

. all other provisions and conditions applicable to Your Coverage.

If this Benefit is subject to a monthly maximum, payment for periods of less than
a full calendar month will be pro-rated based on: a 30-day month; and the
number of days for which payment is being made.

This Benefit will not be payable at the same time as any other Benefit.
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ALTERNATE CARE BENEFIT

For expenses not otherwise covered. Prior approval by Us is required.

The Benefit

Under this Benefit We will pay for Covered Expenses incurred for Alternate Care,
as described below.

Covered Expenses
Covered Expenses for Alternate Care means the expenses You incur for
Qualified Long Term Care Services that:

Definition

are furnished in accordance with a Mutual Agreement;

are not specifically covered under another Benefit;

are not specifically excluded from payment;

are cost-effective alternatives to care and services available under Your
Coverage;

are clearly specified in Your Plan of Care and in the Mutual Agreement;
are received after Our written approval of the Mutual Agreement; and
are received while the Mutual Agreement is in effect.

The Mutual Agreement is a written document agreed to by You, Your personal
Physician and Us which sets forth:

the care and services, devices and treatments that will be considered as
Covered Care under this Benefit;

how any Deductible or Elimination Period requirement affects payment under
this Benefit; and

the duration and payment maximums for Covered Care under this Benefit.

The Mutual Agreement will not waive any rights You or We have with respect to
Your Coverage.

The Mutual Agreement may be discontinued at any time without affecting Your
right to benefits otherwise available under Your Coverage.

Payment Limitations
Payment of this Benefit is subject to:
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the Deductible or Elimination Period requirement, if any, set forth in the
Mutual Agreement;

the Coverage Maximum,;

the payment limits set forth in the Mutual Agreement; and

all other provisions and conditions applicable to Your Coverage.
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The Benefit
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WAIVER OF PREMIUM BENEFIT

The Schedule indicates the Benefits for which this waiver applies. We will waive
Your premium payments for each Coverage Month that begins while You are
receiving care for which payment will be made under any such Benefit. This
waiver applies to the entire premium for this Certificate and all attachments.

This waiver stops when You are no longer eligible for payment under any of the
Benefits to which it applies. Any premiums paid for Coverage Months during
which the waiver applies will be credited toward Your future premiums. When this
waiver stops You will be required to resume and continue paying premiums as
they become due in accordance with this Certificate’s premium payment mode.
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The Benefit

Conditions

[10 YEAR SURVIVORSHIP BENEFIT

If Your Spouse or Partner dies, Your Coverage will be paid up and no further
premium payments will be required for Your Coverage when all of the following
Conditions have been met.

On the date of Your Spouse or Partner's death:
« both You and Your Spouse or Partner continuously had long term care
insurance that :
. was provided under an individual or group policy issued by Us;
. was in force, other than under a nonforfeiture benefit, for at least the prior
10 year period; and
« included a similar 10 Year Survivorship Benefit for the entire 10 year
period of concurrent coverage.
« He or she had been Your Spouse or Partner for the entire 10 year period of
concurrent coverage.

This Benefit will not apply if long term care benefits were paid or payable by Us
for either person for any period during the first 10 years of such concurrent
Survivorship Benefit coverage.

We must received due written proof of Your Spouse or Partner's death.

This waiver applies to the premium for Your Certificate and all attached riders in
force on the date of Your Spouse or Partner's death. This rider will not operate to
waive premiums for any benefits or changes added after the death of Your
Spouse or Partner.]
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[RESTORATION BENEFIT

The Benefit
Under this Benefit We will increase the amount of Your unused Coverage
Maximum if, after receiving benefits, You Fully Recover from being Chronically IlI,
as described below.

Definitions

Fully Recover means that for a period of 180 consecutive days:

« Your Coverage has been continuously in force on a premium paying basis;

« You have neither required, nor received, care or services that would qualify
as Covered Care;

« You have been able to continuously perform at least 5 Activities of Daily
Living without any direct supervision or assistance; and

« You have not had Severe Cognitive Impairment.

To verify that You have Fully Recovered, You must give Us the right, at Our

expense, to:

« Obtain copies of Your medical records and care notes;

. interview You and Your care providers and Licensed Health Care
Practitioners;

. perform on-site nursing, functional and/or cognitive assessments; and

. require a physical examination.

Restoration means that We will increase the amount in Your unused Coverage
Maximum by the amount of benefits previously paid for Your Covered Expenses
that was not previously restored.

Payment Limitations
This Restoration will apply only to Your Coverage Maximum. No other Benefit
payment limit will be changed.

This Restoration will not apply when Your Coverage is in force under a
Nonforfeiture Benefit. ]
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[GRADED RETURN OF PREMIUM ON DEATH BENEFIT

The Benefit
This Benefit provides a full or partial return of premium that We will pay in the
event You die before age 75 and while Your Coverage is in force.

How Much We Will Pay
We will pay as a return of premium an amount equal to (a) minus (b), where:
(a) is the Covered Percent of the total amount of earned premiums actually paid
(and not waived) for Your Coverage; and
(b) is the amount of any benefits paid or payable for Your Coverage.

The Covered Percent used to determine the return amount depends on Your age
on Your Premium Due Date immediately prior to Your death, as determined from
the table below.

Age at Death Covered Percent
65 or less 100%
66 90%
67 80%
68 70%
69 60%
70 50%
71 40%
72 30%
73 20%
74 10%
75 or later 0%

This Benefit will be paid to Your designated beneficiary. If no beneficiary is
named or none survives You, this Benefit will be paid to Your estate.

Payment Limitations
We must receive written proof of Your death within one (1) year of Your death.
This Benefit will not be paid if Your Coverage was being continued in force under
a Nonforfeiture Benefit.

The payment for any claim We receive after this Benefit has been paid will be
reduced by the amount paid under this Benefit.

Notice Regarding Tax Law - Please note that payment of this Benefit may have
tax implications for Your estate or designated beneficiary. You are advised to
review this Benefit with a qualified tax professional to determine any such tax
impact.]
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[10 YEAR RETURN OF PREMIUM ON DEATH BENEFIT

The Benefit
This Benefit provides a return of premium in the event You die:
- while Your Coverage is in force; and
. after Your Coverage has been in force for at least 10 consecutive years.

How Much We Will Pay
We will pay as a return of premium an amount equal to:
« the total amount of earned premiums actually paid (and not waived) for Your
Coverage;
REDUCED BY
. the amount of any benefits paid or payable for Your Coverage.

This Benefit will be paid to Your designated beneficiary. If no beneficiary is
named or none survives You, this Benefit will be paid to Your estate.

Payment Limitations
We must receive written proof of Your death within one (1) year of Your death.
This Benefit will not be paid if Your Coverage was being continued in force under
a Nonforfeiture Benefit.

The payment for any claim We receive after this Benefit has been paid will be
reduced by the amount paid under this Benefit.

Notice Regarding Tax Law - Please note that payment of this Benefit may have
tax implications for Your estate or designated beneficiary. You are advised to
review this Benefit with a qualified tax professional to determine any such tax
impact.]
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The Benefit

CONTINGENT NONFORFEITURE BENEFIT

This Benefit allows You to convert to a Shortened Benefit Period if We make a
substantial increase in the premium for Your Coverage.

How This Benefit Works
If We make a substantial increase in Your premium, as determined by the
following Table, We will do all of the following:

Offer to reduce Your current level of coverage without proof of insurability so
that the required premium for Your Coverage are not increased,
Offer to convert Your Coverage to a paid-up status with a Shortened Benefit
Period as described below. This option may be elected at any time during the
120-day period following the date of the premium increase; and
Notify You that a default or lapse at any time during the 120-day period
following the date of the premium increase will be deemed to be the election
of the preceding offer to convert. A default or lapse is Your failure to pay the
required premiums within the Grace Period.

Table Indicating a Substantial Premium Increase*

Issue Increase Over Issue Increase Over Issue Increase Over
Age Initial Premium Age Initial Premium Age Initial Premium
Under 30 200% 66 48% 79 22%

30-34 190% 67 46% 80 20%

35-39 170% 68 44% 81 19%

40 - 44 150% 69 42% 82 18%

45 — 49 130% 70 40% 83 17%

50-54 110% 71 38% 84 16%

55 -59 90% 72 36% 85 15%
60 70% 73 34% 86 14%
61 66% 74 32% 87 13%
62 62% 75 30% 88 12%
63 58% 76 28% 89 11%
64 54% 77 26% 90 & older 10%
65 50% 78 24%

* Percentage increase is cumulative from date of original issue. It does NOT include any
increases attributed to later changes or Your election of additional or increased benefit levels.

Shortened Benefit Period
If You convert in accordance with the above, Your Coverage will continue with a
reduced Coverage Maximum. It will have the same Benefits, Deductible or

Elimination Period requirements and other payment limits that were in effect at

the time of lapse or election to convert. These limits will not be affected by any

Benefit Increase provisions. The amount of Your reduced Coverage Maximum

will be the greater of:

« 100% of all premiums paid for Your Coverage, excluding any waived
premiums; or

. the maximum amount in effect at the time of default or lapse for one month
(30 days) under the Nursing Facility Benefit.

It will not be reduced by any benefits previously paid for Your Coverage.

Payment Limitations

Payment is subject to the limits determined above for the Shortened Benefit
Period plan. In addition, the total amount payable under this Benefit and Your
Coverage, while it was in force prior to conversion, is limited to the maximum
amount that would have been paid if Your coverage had remained in premium
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paying status. This Benefit will not apply if Your Coverage is continued in
accordance with any other Nonforfeiture Benefit.
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EXCLUSIONS AND LIMITATIONS

This section states the conditions under which benefit payments will be limited, or not made at
all, even if You otherwise qualify for benefits.

Exclusions

Note:

We will not pay benefits for any expenses incurred for any room and board, care,

treatment, services, equipment, or other items:

« [For which no charge is normally made in the absence of insurance;]

« [Provided outside the United States of America, its territories and
possessions; unless specifically provided for by a Benefit;

. [Provided by Your Immediate Family, unless a Benefit specifically states that
a member of Your Immediate Family can provide Covered Care. We will not
consider care to have been provided by a member of Your Immediate Family
when:

« He or she is a regular employee of the organization that is providing the
services; and

« Such organization receives payment for the services; and

« He or she receives no compensation other than the normal compensation
for employees in her or his job category;]

. [Provided by or in a Veteran’s Administration or Federal government facility,
unless a valid charge is made to You or Your estate;]

« [Resulting from iliness, treatment or medical condition arising out of any of
the following:

« [War or any act of war, whether declared or not;]

. [Attempted suicide or an intentionally self-inflicted injury;]

. [Participation in a felony, riot, or insurrection;]

« [Service in the armed forces or units auxiliary thereto;]

« [Your alcoholism or addiction to drugs or narcotics (except for an
addiction to a prescription medication when administered in accordance
with the advice of a Physician).]

We will pay benefits for Alzheimer’s disease, subject to the same exclusions,

limitations and provisions otherwise applicable to other Covered Care.

Non-Duplication

Benefits will be paid only for Covered Expenses that are in excess of the amount

paid or payable under:

« Medicare (including amounts that would be reimbursable but for the
application of a deductible or coinsurance amount); and

- [Any state or federal workers’ compensation, employer's liability or
occupational disease law; and]

« Any other federal, state or other governmental health care program or law
except Medicaid.

However, this Non-Duplication provision will not disqualify a Covered Expense

from being used to satisfy any Deductible or Elimination Period requirement.

[Coordination with Other Coverage

7050CRT-EX

We will reduce the amount We will pay for Covered Care when the total amount
payable under this and all other Long Term Care Coverage is greater than the
actual expense You incur for that Covered Care.

We consider Long Term Care Coverage to be [group] coverage[, whether group
or individual,] that provides nursing facility, assisted living facility or home health
care benefits. This applies whether those benefits are payable on an expense
reimbursement, indemnity, cash payment or other basis. However, this does not
include coverage that is provided in the form of an acceleration of life insurance
or annuity benefit payments.
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When benefits are reduced, the amount We will pay will be the lesser of:
. The amount We would pay in the absence of this provision; or
. The difference between the actual expense incurred for the Covered Care
and the total amount payable for that Covered Care under:
- all other Long Term Care Coverage that was effective before this
Coverage; plus
. all other Long Term Care Coverage that does not coordinate its payment
with this Coverage.]

[No Pre-Existing Conditions Exclusion

Except as stated in the Misstatement/Incontestability provision in the General
Provisions, We will not reduce or deny any claim because of a sickness or
physical or medical condition that existed prior to Your Coverage Effective Date.]

[Pre-Existing Conditions Limitation
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We will not pay benefits for any loss or confinement that is a result of a Pre-
Existing Condition when the loss or confinement begins within [six (6)][twelve
(12)] months following Your initial Coverage Effective Date.

A Pre-Existing Condition means a condition (illness, disease, injury or
symptom) for which medical advice or treatment was recommended by, or
received from, a Health Care Professional within six (6) months prior to Your
initial Coverage Effective Date.

A Health Care Professional includes anyone who is: a Physician; a Nurse; a
physician assistant; a physical, occupational, speech or respiratory therapist; a
chiropractor; an acupuncturist; a homeopathic doctor; or a Licensed Health Care
Practitioner.]

[If You were required to answer questions about Your health as part of Your
Application, this Pre-Existing Conditions Limitation will not apply to You.]

If the Group Policy or this Certificate replaces another long-term care policy or
certificate, We will waive any time periods applicable to pre-existing conditions
for similar benefits to the extent that similar limitations or exclusions were
satisfied under the original policy.
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PREMIUMS AND RENEWAL

Paying Premiums
Each premium paid continues Your Coverage in force until the date the next
premium is due, except as stated in the Grace Period provision. Premiums are
subject to change as described below.

Premiums are payable to Us. The first premium is due on Your Coverage
Effective Date. Your Schedule shows the initial premium payment mode that
applies to Your Coverage. Premium payment modes available under the Group
Policy are determined by mutual agreement between the Policyholder and Us.

Modal Premium Notice
The Schedule shows the available premium payment modes and how premiums
are determined for different modes. When more than one mode of premium
payment is available, You should compare the premium required in a year for
each available mode. You may find that the more often premiums are payable
the higher the premium amount will be per year. You should choose the mode of
premium payment that works best for You.

Notifying Us of Changes
You are responsible for notifying Us if Your method of premium payment
changes. You must notify Us within 30 days of the effective date of the change. If
payments are being made through electronic funds transfer, payroll deduction or
pension deduction, and the method of payment cannot be accomplished for any
reason, We will bill You directly.

Our Right To Change Premium Rates

We reserve the right to change premiums in the future. Premiums will not change

due to a change in Your age, health, or use of this Coverage. Premiums may

increase on a group or class basis. Premium changes may be implemented
under the Group Policy on or after the following dates:

. [The date any applicable Rate Guarantee Period expires;]

« The date there is a change in: benefits; terms of coverage; eligibility for
benefits; or Our rating practices that affects Your Coverage under the Group
Policy (including any such changes required by any law, regulation, judicial or
administrative order or decision);

. The date We determine an increase is applicable when the change is
required because of actual or expected experience, a change in the factors
bearing on the risk assumed, or Our estimates for future cost factors. A
change in premium rates due to experience may occur only once during any
12 month period.

If Your premiums are paid by payroll or pension deduction, either We, or the
Policyholder will notify You of a change in Your premiums. If You are paying
premiums directly to Us, We will notify You at least 60 days before the date a
change in Your premiums becomes effective.

[Your Premium Rate Guarantee

The rates that determine the premium for Your Coverage are guaranteed for only
the Rate Guarantee Period, if any, shown in the Schedule.]
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Your Options If Premium Rates Increase
If Your Premiums increase, You will have the option of:
« maintaining Your current benefits at the increased premium rate;
. electing a decrease in coverage to an available coverage amount that
maintains or reduces Your current premium; or
« cancelling or lapsing Your Coverage (subject to any rights You may have
under the Contingent Nonforfeiture Benefit).

Refund Of Premiums Paid Beyond Your Death
If You die while Your Coverage is in effect, We will refund the pro rata part of any
unearned premium paid for the period after <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>